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CHATTING BEHAVIOR AND PATIENT
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Communication studies suggest that patient sociodemographic factors are embedded within
medical encounters and impact patient expectations, judgments, and outcomes, such as satisfac-
tion. Physician chatting has been suggested as one way to enhance patient satisfaction; however,
little is known about chatting within the context of the clinical encounter or of the interaction of chat-
ting with patient sociodemographic factors and patient satisfaction. The study's purpose was to
determine the prevalence and patterns of chatting, and to examine the association of chatting with
patient sociodemographic factors and patient satisfaction with their physician.
A convenience sample of adult outpatients from an urban family practice underwent an exit inter-
view. A total of 105 patients participated; 63 (61 %) reported chatting from their recent encounter. No
sociodemographic differences were observed between patients reporting chatting and those
reporting no chatting. Chatting behavior pertaining to the patient's family or friends was the pre-
dominant topic, and more nonwhite (30%) than white (13%) patients reported this activity
(p<0.001). There was no significant difference in satisfaction scores between patients that reported
chatting behavior and those that did not (23.73 vs. 22.79, p=0.076). In addition, there was no differ-
ence in patient satisfaction scores for physician personal manner, technical skill, visit explanation,
time spent with the physician, and overall visit between the chatting and nonchatting groups. (J Natl
MedAssoc. 2004;96:666-670.)
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INTRODUCTION
There is increased interest in addressing potential
sources of racial and ethnic disparities within the
clinical encounter.' Communication studies suggest
that patient sociodemographic factors are embedded
within care events and either directly or indirectly
impact patient expectations and judgments; provider
cognitions; and decision-making;and outcomes, such
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as patient satisfaction and quality of life.2 Time use
during the clinical encounter is an important compo-
nent of patient satisfaction and may be one way to
appraise the communication dynamic between physi-
cian and patient. For example, the Direct Observation
of Primary Care (DOPC) Study found that increased
patient satisfaction was associated with older patient
age, white race, better-perceived health status, well-
care visits, and chatting time during the encounter.3
In a subsequent analysis ofthe DOPC dataset, physi-
cians were found to spend a lower proportion oftime
with African-American patients in treatment plan-
ning, providing health education, answering ques-
tions, and chatting when compared to white patients.4
Chatting behavior can be viewed as the verbal
communication of topics unrelated to the diagno-
sis, treatment, or management of a medical or
healthcare condition. Physician chatting has been
suggested as one way to enhance patient satisfac-
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tion;3 however, little is known about chatting within
the context of the clinical encounter, or of the inter-
action of chatting with patient sociodemographic
factors and patient satisfaction. In addition, the
potential contribution of physician chatting as a
patient-centered communication behavior, such as
data gathering, relationship building, partnering,
and counseling,5 remains unclear.
The purpose of this exploratory study was to
examine the relationship of chatting behavior and
patient satisfaction with their physician. Our spe-
cific aims were: 1) to determine the prevalence and
patterns of chatting behavior during an outpatient
visit in an urban family practice, 2) to examine the
association of specific chatting content areas with
patient sociodemographic factors, and 3) patient
satisfaction with their physician.
METHODS
This was a cross-sectional, descriptive study of
adult outpatients who receive care at the family
medicine clinic of an urban, academic health cen-
ter. A convenience sample of patients were given a
self-administered exit survey, which included five
items from the Patient Visit Rating Questionnaire
(VRQ),6 in addition to items regarding specific
chatting content areas and self-reported demo-
graphic information.
Study Population
Participants were adult patients, ages 18 and older
who completed an outpatient visit with a medical
provider at a family medicine center that serves as the
primary training site for a family medicine residency
program. Patient service representatives (PSR) identi-
fied and invited alternate patients who presented for
checkout to participate in an exit survey. Patients were
excluded from the study if they were non-English
speaking, had severe memory or impaired orientation
as determined by the PSR, or refused to participate.
The study was conducted during a four-week period
in the late fall of2001 and was reviewed and approved
by the Human Subjects Committee of the University
ofKansas Medical Center prior to its initiation.
Table 1. Characteristics of Study Participants (N=105)
Characteristic % or Mean (±SD) % or Mean (±SD) P Value

















Self-Reported Health Status 0.276
Good 17 29




Patient Satisfaction Score 22.79 (2.79) 23.73 (2.07) 0.076
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Survey Instrument
A 22-item, self-administered, anonymous sur-
vey was given to patients at the time of check-out
from their office visit. Five items that were specific
to patient satisfaction with the provider were
selected from the VRQ,6 which is a widely used
and valid survey instrument with benchmarked val-
ues for degrees of satisfaction across multiple sites
of care.7 Twelve additional items with dichotomous
responses were included to report chatting behav-
ior and the topical areas of chatting behavior, if
any, from the recently concluded visit. One open-
ended question asked for additional chatting topics
that were brought up. The final section of the sur-
vey requested information on patient characteris-
tics, such as sex, age, race/ethnicity, type of health
insurance, and self-reported health status.8
Data Analysis
Returned surveys that were only partially com-
pleted by subjects were included in the data set, and
individual items not completed were excluded from
analysis. Descriptive statistics for responses to chat-
ting behavior questions and patient characteristics
were calculated. Due to the exploratory nature of
the study, a power analysis was not performed. The
sample population was dichotomized into two
groups-those that reported chatting during the
encounter and those that did not. Chi-square analy-
ses were conducted to compare patient sociodemo-
graphic characteristics between the chatting and
nonchatting group, and Fisher's Exact Test was used
where cell sizes were less than five. A total patient
satisfaction score was determined by the summa-
tion of the five individual items from the VRQ, and
a t test was performed to compare overall satisfac-
tion between the two groups. Due to high reported
patient satisfaction in the sample, there was skew-
ness to the VRQ responses, and item responses
were subsequently collapsed into two categories;
"poor,"' "fair," "good," and "very good" responses
were regrouped as "less satisfied," and "excellent"
responses were regrouped as "more satisfied." A
Chi-square test was conducted to compare patient
satisfaction between chatting and nonchatting
groups. All analyses were performed using the Sta-
tistical Package for the Social Sciences 10.0 soft-
ware package (SPSS, Chicago, IL).
RESULTS
A total of 105 eligible patients participated in
the survey, and five patients refused. Overall,
patients were satisfied with their visit with the
provider; 75.6% rated their satisfaction as excel-
lent, and 18.9% as very good. The summed satis-
faction with provider score from the VRQ items
was 23.40 (range 14-25) for the entire study sam-
ple, also indicating a high level of satisfaction.
Table 1 depicts the characteristics of the study par-
ticipants for both chatting and nonchatting groups.
The patient group reporting chatting had a higher
proportion of nonwhite patients; however, this was
an insignificant difference (p=0.280). Sixty-three
patients (61.2%) reported chatting from their
immediate encounter, and Table 2 presents the
themes that were discussed. Chatting behavior that
was specific to the patient's family or friends was
the predominant topic, with 43% of patients identi-
fying this theme. A greater percentage of nonwhite
patients (30%) than white patients (13%) reporting
chatting about family or friends (p<0.001). Finan-
cial concerns and work-related issues were addi-
Table 2. Chaffing Behavior Topics Reported in an Urban Family Practice (N=105)
% of Total % of White %of Nonwhite P Value
Chaffing Topic Respondents Respondents Respondents
Patient family or friends 43 13 30 <0.001
Physician family or friends 1 1 4 7 0.230
Patient interests or hobbies 9 4 5 0.537
Patient religion or faith 4 0 4 0.052
Weather 3 3 0 0.132
News events 2 1 1 0.738
Physician interest or hobbies 2 0 2 0.233
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tional chatting themes not included on the survey
but identified by three patients.
There was no significant difference in the mean
summed VRQ satisfaction score between the patient
group reporting chatting behavior and the group that
did not (23.73 vs. 22.79, p=0.076). There was also no
difference in the mean summed VRQ satisfaction
score or individual VRQ responses between patients
who reported specific chatting topics (e.g., patient
family or friends) and those that did not. Table 3 rep-
resents a comparison of satisfaction domains for
patients who did and did not report chatting during
the encounter. There was no significant difference in
patient satisfaction scores for any satisfaction domain.
DISCUSSION
The purpose of this study was to examine the
interaction between chatting behavior and patient
sociodemographic factors and patient satisfaction.
Our work may be best placed in light of the DOPC
study.9 We found that chatting was less prevalent
than previously reported from the DOPC (61% vs.
69%) and there are two plausible reasons for this
discrepancy. First, a difference in the methodology
used to report chatting behavior could account for
prevalence differences. The DOPC used a combina-
tion of direct observation of patient visits, patient
exit questionnaires, and medical record reviews,9
while our study relied upon exit surveys as the sole
means of data collection. This difference may
account for an under-reporting of chatting behavior
in our study, however, we were interested in the
patient perspective of chatting during the encounter.
A second reason may be differences between
the DOPC and our study population. The DOPC
enrolled predominantly suburban and rural practice
sites (81.9%),9 while our practice site was located
in an urban setting. Practice site may account for
considerable variation among patient demographic
variables, which may be a significant factor associ-
ated with the proportion of the visit time spent
chatting.3 This assumption is consistent with the
racial differences in the sociodemographics of our
study population, which had a larger percentage of
nonwhite participants (48%) compared to the
DOPC (12%).9 These methodological differences
may account for the discrepancy in our finding of
no association of chatting behavior with satisfac-
tion with length of time spent with the physician,
with that of the DOPC, which found an association.
The lack of statistical power to detect a significant
difference in satisfaction scores, due to a modest
sample size in our study, could be another reason.
The DOPC, however, limited its outcome vari-
able to this one domain from the VRQ. We examined
other VRQ outcome measures of patient satisfaction
with their provider6 but did not find any significant
association of chatting behavior with any domains,
such as personal manner or visit explanation. In
addition, although the DOPC reported only the
prevalence of chatting behavior, we sought to deter-
mine the content areas of the behavior and to deter-
Table 3. Chafting Behavior and Patient Satisfaction in an Urban Family Practice (N=105)
Satisfaction Domain Chaffing Reported (%) No Chaffing Reported (%) P Value
Personal Manner 0.101
Less satisfied 7 10
More satisfied 54 29
Technical Skill 0.377
Less satisfied 10 8
More satisfied 52 30
Length of Time Spent 0.090
Less satisfied 22 19
More satisfied 41 18
Visit Explanation 0.321
Less satisfied 11 10
More satisfied 51 28
Overall Visit 0.352
Less satisfied 13 12
More satisfied 48 27
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mine if there was an association of specific chatting
topics (e.g., discussing patient family or friends)
with patient satisfaction. We found no association
between VRQ patient satisfaction measures and
eight patient-identified chatting topics.
Chatting about patient family or friends was the
predominant topic, and nonwhite patients were
more likely to report this topic than white patients.
There are a few hypotheses for this finding. Non-
white patients may interpret questions and discus-
sions about family or friends as a chatting behavior,
rather than social or family history data gathering
activity, perhaps due to language barriers or
patient-provider race discordance. The presence of
another family member, either as interpreter or cul-
tural broker, may be more prevalent in nonwhite
encounters, prompting a chatting discussion. How-
ever, patient visits in which another family mem-
ber's problem is discussed are longer, yet less time
in that encounter is spent chatting.'0
How should clinicians interpret and utilize these
findings, since chatting has been recommended as a
way to enhance patient satisfaction?3 Physicians
should initially recognize that all patients bring a set
of silent and spoken expectations and assumptions
to the medical encounter." Patient characteristics,
such as age, race/ethnicity, and health status, impact
these expectations" and are also strongly predictive
of satisfaction? Although many ofthese characteris-
tics are not amenable to physician intervention, cli-
nicians may potentially impact two modifiable fac-
tors-chatting behavior and visit length-in a more
global or relationship-centered fashion.'2 Patients in
our study overwhelmingly identified topics that
were personally specific (e.g., family, friends)
rather than more general topics (e.g., news events).
Perhaps chatting and visit duration may be viewed
as key facilitators to the physician's understanding
of the patient experience of health and illness. If
this assumption is correct, chatting should be con-
sidered a more-inclusive part of history-taking and
family information gathering9 rather than a task that
is independent ofthese processes.
There were several limitations to our study. Our
convenience sample comprised patients from one
urban setting in the midwest, and our findings are
not generalizable to other populations. In addition,
our sample size may have been inadequate to com-
pletely stratify by sociodemographic factors, and
may have not been sufficiently powered to detect a
significant difference in satisfaction scores. Final-
ly, although we utilized items from an established
measure of patient satisfaction, this instrument has
reported ceiling effects.6
In summary, we employed a standard methodol-
ogy to assess patient satisfaction in clinical prac-
tice"3 and found a high prevalence ofpatient-report-
ed chatting behavior in an urban family practice,
but no association of chatting with patient sociode-
mographic factors or patient satisfaction. Future
research on the communication within the medical
encounter should delineate the processes and out-
comes of physician chatting behavior as a potential
facilitator ofpatient-centered care.
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